There is strong evidence supporting the implementation of cognitive behavior therapy (CBT) for people with psychosis. However, there are a variety of approaches to the delivery and conceptual underpinnings within different research groups, and the degree of consensus or disagreement regarding what are the intrinsic components has not been explored. This study uses the Delphi method to try to establish what a group of experts in CBT for psychosis view as important. Experts were invited to participate in 3 rounds of producing and rating statements that addressed areas such as principles, assessment, models, formulation, change strategies, homework, and therapists' assumptions in order to consolidate consensus of opinion. Seventy-seven items were endorsed as important or essential for CBT for psychosis by >80% of the panel. These recommendations should ensure greater fidelity in clinical practice, allow greater evaluation of adherence within clinical trials, facilitate the development of competency frameworks, and be of value in relation to training and dissemination of CBT for psychosis.
Introduction
In recent years, the generic cognitive model 1 has been applied to our understanding and treatment of psychosis. This model suggests that the way that we interpret events will have consequences for how we feel and behave and that such interpretations are often maintained by unhelpful thinking biases and behavioral responses. It also suggests that these interpretations are influenced by our core beliefs, which are formed as a result of life experience. There have been several cognitive models of psychosis and psychotic symptoms or experiences outlined, [2] [3] [4] which suggest that it is the way that people interpret psychotic phenomena that account for distress and disability, rather than the psychotic experiences themselves. There are several comprehensive treatment manuals that describe the application of such models in greater detail. [5] [6] [7] [8] [9] Recent meta-analyses have concluded that cognitive behavioral treatment of psychosis is effective, demonstrating acceptable effect sizes, [10] [11] [12] and that it should be delivered routinely as part of the treatment package that is offered to people with a diagnosis of schizophrenia. 13 As a result of the wealth of evidence in support of cognitive behavior therapy (CBT) for psychosis, recent guidelines in several countries have suggested that it should be routinely provided to people with psychosis/ schizophrenia. 14, 15 This consensus regarding the desirability of providing CBT for psychosis has resulted in challenges regarding dissemination of the required skills, as well as some debate regarding which components are viewed as essential. In order to be confident that people with psychosis are receiving appropriate CBT, the content and delivery need clarification, and there should be reliable, standardized, and competency-based ways of operationalizing such interventions. By doing so, this would also ensure that CBT for psychosis is comparable with the competency framework guidelines the Department of Health recommends for CBT with other disorders. 16 Debates concerning what elements truly comprise CBT for psychosis have rightfully arisen, with different research groups and treatment manuals placing different emphasis on aspects such as engagement, formulation, problems and goals, homework, active change strategies, and relapse prevention. There is also some debate regarding whether CBT for psychosis is identical to, shares similarities with, or is something quite distinct from CBT for other disorders. Furthermore, experts in this field have also formed their own views on what elements are essential and should comprise CBT for psychosis, as evidenced by the various adherence measures and competency scales that have been developed and utilized within treatment trials (eg, Cognitive Therapy Scale [CTS], 17 Cognitive Therapy for At Risk of Psychosis Adherence Scale [CTARPAS], 18 Revised Cognitive Therapy Scale [CTS-R], 19 Cognitive Therapy for Psychosis Adherence Scale [CTPAS], 20 Cognitive Therapy Scale for Psychosis 21 ).
The extent to which experts agree or disagree has yet to be explored, so this study aims to investigate, using a standardized methodology, whether a consensus regarding the components of CBT for psychosis does exist. The present study used a technique known as the Delphi process 22 to elicit and quantify the opinions of a group of expert CBT clinicians working in United Kingdom. The ''Delphi method'' is a systematic, interactive method that relies on a panel of independent experts answering questionnaires in 2 or more rounds, with feedback from each round provided to help achieve consensus; the process is stopped after a predefined stop criterion is reached, such as number of rounds. Similar Delphi exercises have been used to clarify the concept of relapse in schizophrenia, 23 identify the key components of schizophrenia care, 24 delineate the practice model of an early intervention for psychosis service, 25 and to identify mental health first aid strategies for early psychosis. 26 The aim of the study was to determine the extent of expert consensus on the essential principles and structural and functional elements of CBT for psychosis.
Method

Participants
Participants who took part in the Delphi method were experts in the field of CBT for psychosis (ie, clinical psychologists, cognitive therapists, psychiatrists, and mental health professionals) who work or have worked in a research capacity implementing CBT for psychosis. They were identified from a list of clinical academics and trial therapists who have been delegates at the International CBT for Psychosis conferences, have written treatment manuals, and/or who have been trial therapists on randomized control trials (RCTs) of CBT for psychosis. All participants were from the United Kingdom; this is because the original treatment manuals were developed in the United Kingdom, and the majority of clinical trials have also been United Kingdom based. Each participant was invited to take part in the study via e-mail. Initially, 60 participants meeting the above criteria were invited to take part; 28 participants actually responded to the survey (a 47% response rate). The sample appeared representative, demonstrating a good geographical spread (5, Birmingham; 5, London; 4, Manchester; 4, Newcastle; 4, Salford; 2, Glasgow; 1, Lancaster; 1, Norwich; 1, Reading; 1, Southampton), as well as a good representation of different levels of expertise (7 manual authors, 5 principal investigators, 5 trial supervisors, and 11 trial therapists), both of which were proportionately representative of the original invitation list.
Procedure
The Delphi process consisted of 3 stages, which were based on the stages outlined by Langlands et al 26 ; the ap-proach to analysis was also identical to Langlands et al. 26 In ''stage 1,'' any elements that were identified as being pertinent to CBT or CBT for psychosis from the CTPAS, the CTARPAS, the Manual of the CTS-R, and the treatment manuals, together with Department of Health competency framework guidance of Roth and Pilling (2008) were extracted by S.B. and reviewed by A.P.M. Once a final list of relevant statements was compiled (n = 90 statements), the list was sent via e-mail to a panel of experts who were invited to take part in this preliminary phase of the study (these were predominantly the authors of the existing UK treatment manuals; n = 12). Participants who agreed to take part (n = 7 at this phase) were asked to add and respond to the current list of statements. Amendments to the wording of some of the statements and any new items suggested were added to the questionnaire except for duplications. This resulted in 1 statement being removed, and an additional 45 statements were suggested.
In ''stage 2,'' the finalized questionnaire containing 134 items identified in stage 1 was constructed and formatted to an online web page. Sixty participants were e-mailed a link to the online version and asked to complete the questionnaire by rating the importance of each item, with regard to CBT for psychosis, on a Likert rating scale of 1-5 (1, essential; 2, important; 3, do not know/ depends; 4, unimportant; and 5, should not be included). The results from the questionnaire were automatically entered into an anonymous database. Items to be included as a standard were then extracted so that the questionnaire could be amended for use in stage 3. Survey responses were recorded in an anonymous database and analyzed by obtaining group percentages. The following cutoff points were used in relation to inclusion, rerating, and exclusion criteria for the items.
1. If at least 80% or above panel members rated an item as essential or important as an ingredient of CBT for psychosis, it was included as a standard. 2. If 70%-79% of panel members rated an item essential or very important, we asked all panel members to rerate that item. 3. Any statements that did not meet the above 2 conditions were excluded.
This resulted in the inclusion of 69 items as standards; the exclusion of 41 items and 24 items required rerating in phase 3.
In ''stage 3,'' the 28 participants from phase 2 were sent a questionnaire of the same format as above but incorporating only those items that 70%-79% of panel members had rated as essential or important in the previous stage; we asked all panel members to rerate these items (n = 24 statements). Twenty-three participants responded at this stage, which resulted in an additional 10 statements being included and 14 excluded.
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At each stage, 2 reminders were sent if potential participants had not responded to the original invitation.
Results
A sum total of 77 items from the 3 rounds were rated as essential or important by >80% of the panel members, with 2 items achieving consensus as not to be included (>80% rated as unimportant or should not be included) and 55 items being excluded. The authors grouped items of similar content under headings to make the recommendations more comprehensible and have indicated whether these components are viewed as specific to CBT or more generic factors that would be included in many different psychotherapies (see table 1 for those items with consensus for inclusion and table 2 for the items that achieved consensus as should not be included).
Discussion
To our knowledge, this is the first study that attempts to achieve consensus regarding the important ingredients of CBT for psychosis. A high degree of consensus was obtained for a wide range of items regarding assessment and model, engagement, structure and principles, formulation, change strategies, homework, and therapist assumptions. These recommendations as to what constitutes CBT for psychosis are distinct from the information that is provided via existing training courses and treatment manuals, in that they have been endorsed by a large number of experts.
It is to be expected that many of the elements that were identified as important/essential were more generic factors that would apply to many psychotherapies (eg, collaboration, need for formulations, a good therapeutic relationship), whereas others were more specific to CBT (eg, specific change strategies, need for a cognitive model). The assumptions and beliefs of cognitive behavior therapists are clearly likely to influence the delivery of CBT. It is interesting that there was consensus regarding attitudes that should be held by therapists as well as consensus regarding attitudes that should not be held. The views that were agreed to be undesirable were both at odds with the normalizing rationale of CBT for psychosis, which was a strongly endorsed aspect.
Many other items were excluded as they appeared to be dependent on a number of factors; this was evident both from comments made to the investigator and from many items achieving a large number of ''depends/don't know'' responses. This could have been expected as there was a consensus of opinion that CBT for psychosis should be idiosyncratic and that the targets for treatment should be collaboratively negotiated, based on a shared list of problems and goals, and that particular change strategies should be formulation driven. In addition, CBT for people with psychosis often involves a very broad range of problems (unlike CBT for anxiety disorders, eg), often including anxiety, low mood, self-esteem, etc, as well as psychotic experiences; this wide range of possible treatment targets and corresponding treatment strategies pose particular problems for generating a finite number of agreed items for a consensus view. It is also likely that engagement issues and the service user's own perception of the problem and readiness to change would affect the suitability of these items. Therefore, consensus was not established for many items, most of which were related to specific treatment targets (such as ''CBT should focus on negative symptoms,'' ''CBT should reduce symptoms of psychosis,'' and ''CBT should focus on depression, interpersonal anxiety and unwanted intrusive memories'') and specific change strategies (such as ''Thought records should be used to detect, examine and help the client reality test automatic thoughts/images,'' ''The therapist should suggest alternative explanations for delusional beliefs if the client unable to do so,'' and ''The advantages and disadvantages of beliefs classified as delusional ought to be explored honestly and collaboratively with a client before attempting further change or intervention''). It is likely, however, that such items would have been included if they had been preceded by the assumptions mentioned above (ie, if they were on the problem list and consistent with the case formulation, etc). It is also likely that some further structuring of the list (eg, into ''mini-lists'' that are specific to certain problems, ie, ''If voices were viewed as problematic and change was desired .'') might result in greater consensus for these items and could result in consensus statements for each specific problem (eg, hearing voices, paranoid thinking, delusions of interference, flat affect, etc), which would be in keeping with the single-symptom approach that has advanced our understanding of the mechanisms involved in the development and maintenance of such difficulties. 27 There are several limitations to this study. The definition of expert (as being an author of a treatment manual or having been a therapist/supervisor on an RCT of CBT for psychosis) seemed to have faced validity and be relatively conservative, but it may have excluded many clinical experts working within routine services. The response rate of 47% was lower than hoped and is an obvious weakness, but the sample of responders appeared representative, with a similar profile in terms of geography and seniority/experience as the initially invited sample. The use of ''depends/don't know'' as an anchor made the responses to some items difficult to interpret; either an alternative anchor or different wording of some of the items may have allowed consensus to be achieved regarding more idiosyncratic or problem-specific aspects. Alternatively, it is possible that some items may require a hierarchical or clustering approach similar to a decision tree, where certain aspects would apply only if certain prerequisites were met (eg, if something was on the problem list or indicated within the formulation). This could result in a similar framework to the competency framework developed in relation to anxiety disorders by Roth and Pilling, which involves meta-competencies, generic competencies, and problem-specific competencies. It should also be noted that this study identifies what experts think are intrinsic elements of CBT for psy-chosis but is clearly not concerned with what constitutes the essential components in terms of efficacy, which is a different study altogether. It is also likely that the profile of agreed aspects of CBT for psychosis may differ between countries, so the exclusively UK-based sample is also a limitation. Finally, the decision regarding classification of items as generic or specific to CBT was Therapists should have a good understanding of recovery from psychosis G 2 Therapists ought to believe that delusions can be quite understandable G 2 Therapists should believe that it is not the hallucination or the delusion per se that is clinically relevant but the amount of distress or disability associated with it G 2
Therapists ought to believe that hallucinations or thought disorder can happen to anyone if they are very stressed G 2
Therapists ought to view most symptoms of psychosis as quite common in the normal population G 3
Note: CBT, cognitive behavior therapy; G, generic; S, specific. a subjective one taken by the authors; different results may have been achieved if this question had been put to the panel.
There are many implications of these results. They may prove useful to professionals responsible for provision or coordination of training in CBT for psychosis. It could be that they form the underpinnings of a competency framework. They could also be used to inform the evaluation of adherence and fidelity to CBT for psychosis in both clinical trials and services and could help to form the basis of an adherence measure that would be based on wider consensus than that currently in existence. If this information is shared with service users and carers, then this may help them to determine whether therapy that they are receiving would be recognizable as CBT and could potentially be quite empowering. Similarly, audit against these recommended elements could provide useful information to service providers and commissioners. The categories of elements and the distinction between specific and generic elements could help with the planning and delivery of CBT for psychosis training and supervision and lead to greater standardization, which could promote more equitable service delivery in relation to current differences that may be present due to geography, professional background, resources and funding, etc. Finally, the identification of assumptions that are agreed to be important may also have implications for the overall ethos and culture of services for people with psychosis, as well as for the selection of staff for training.
There is clearly a need for further research to examine several issues; perhaps the most important of these is whether these components are related to outcome, which could potentially be examined if a measure of adherence or competence that incorporated these factors were related to clinical and social outcomes across a number of trials. Our study might serve as the basis for the development of a more formal competency framework that then could be evaluated. Other research could examine the generalizability of these results to other countries, investigate the importance of therapist assumptions, and determine whether there are important differences according to geography, professional background, and service culture or organization. Therapists should believe that there is a clear boundary between being mentally unwell and mentally healthy G 3
Note: CBT, cognitive behavior therapy; G, generic; S, specific.
